Background. about 8,900 people are living with HIV/aIDS, and 1,000 aIDS-related deaths had been reported in Bangladesh by the end of 2014. Objectives. The study investigates the social determinants of awareness and behavior regarding STDs and HIV/aIDS among ever married women in Bangladesh. Material and methods. This cross-sectional research extracted data concerning 17,828 ever married women from the Bangladesh Demographic and Health Survey (BDHS) in 2014. The chi-square (χ 2 ) and multinomial logistic regression model were used to identify the factors associated with knowledge, awareness and behavior concerning STDs and HIV/aIDS. Results. Overall, 28.6% of examined ever married women have never heard of STDs or HIV/aIDS nor any of their prevention methods. also, only 15.6% of reported women were the decision makers regarding the use of contraception during sexual intercourse, and 91.3% of women had the capacity to refuse sexual contact with their STD-infected husband/partner. Women who belong to households classified as lower class (OR = 0.525, 95% CI = 0.461-0.598) or middle class (OR = 0.643, 95% CI = 0.564-0.733) had less comprehensive knowledge and awareness of STDs and HIV/AIDS than those categorized as upper class. Women at a level of education below secondary (OR = 0.200, 95% CI = 0.179-0.223) also had less comprehensive knowledge and awareness than highly educated women. Moreover, women living in an urban residence (OR = 1.141, 95% CI = 1.003-1.297) were more likely to make the decision of using contraception and (OR = 1.546, 95% CI = 1.351-1.770) more likely to refuse sexual contact with an STD-infected husband/partner than their rural counterparts. Formally unemployed women (OR = 0.894, 95% CI = 0.793-1.010) were less likely to refuse sexual intercourse with an STD-infected husband than employed women. Conclusions. Social determinants such as education, wealth and media exposure determine the level of knowledge and awareness and affect the behavior of women concerning STDs and HIV/aIDS.
Background every day about one million patients with curable sexually transmitted diseases (STDs) infected globally, of which 50% affect people under 25 years of age [1] . according to the Joint United Nations Programme on HIV/AIDS (UNaIDS), about 8,900 people are living with HIV/aIDS, and about 1,000 aIDS-related deaths had been reported in Bangladesh by the end of 2014. Moreover, 1,000 new HIV infections were noted in 2014 [2] . The data collected between 1990 and 2014 showed that of 88.799 million Bangladeshi residents aged 15-49 years, 8,600 adults (15+) were living with HIV/AIDS, including 2,900 adult females (15+). The prevalence rate of HIV infection among adults aged 15-49 years is around 0.01% [2, 3] , seven in ten ever married women aged 15-49 have heard about STDs and HIV/ /aIDS. The Bangladesh Demographic and Health Survey 2014 (BDHS) [4] showed that the knowledge and awareness of STDs and HIV/aIDS remained unchanged between 2011 and 2014. Thus, it is imperative to pay attention to social factors, as they determine the level of knowledge and awareness of STDs and HIV/aIDS among ever married women aged 15-49 years in Bangladesh, as well as influence their sexual behavior.
In patients infected with STDs, the risk of developing other sexually transmitted diseases, such as chlamydiasis, gonorrhea, genital herpes, human papillomavirus (HPV), AIDS and syphilis, as well as other reproductive tract infections, is higher [5, 6] . The World Health Organization (WHO) recognized AIDS as the second leading cause of death among adolescents and pointed to the rising number of aIDS-related mortality [7] . Global aIDS deaths are projected to rise to 6.5 million per year in 2030, making it the number one cause of death or disability-adjusted life years (DalYs) [8] . HIV/aIDS is particularly prevalent in low and middle income countries; unaIDS estimated an 11% increase in aIDS-related deaths in Asia and the Pacific between 2000 and 2014 [2] . women and adolescents are the most vulnerable to STDs and HIV/AIDS [9] [10] [11] [12] .
The overall prevalence of HIV/aIDS in Bangladesh is lower than in any other asian country, yet Bangladeshi women and adolescents are still in high-risk groups for STDs and HIV/aIDS. The risk factors include geographical location, high incidence of sexually transmitted infections among vulnerable groups, women marrying migrant men, lack of proper knowledge and awareness about STDs and HIV/aIDS [9] [10] [11] [12] [13] [14] . The study found that the knowledge and awareness of HIV/aIDS prevention among the general population is unsatisfactory. as many as 40% of ever married women have never heard of HIV/aIDS, and only 19% have heard about it, but know nothing about any HIV prevention methods. Only 41% of women knew about one or more correct ways to prevent STDs and HIV/aIDS [15] . according to another study, 29 .4% of ever married women did not have any knowledge and awareness about STDs. among all the respondents, 38.2% of women living in urban settings and 32.2% of rural women showed some knowledge and awareness about STDs. The study also demonstrated that a higher level of education increased the knowledge of STDs, and older women are generally more aware of STDs than younger ones [16] .
The study showed that garment workers (76.9%) had poor knowledge of STDs and HIV/aIDS, yet their knowledge tended to increase significantly with age. The difference in knowledge and awareness between male and female garment workers was insignificant. Female garment workers with secondary education were more knowledgeable about STDs and HIV/aIDS than their less educated counterparts [17] . The outdated social system and health care service are the leading causes of poor knowledge and awareness about STDs and HIV/aIDS, particularly in the younger age group (< 29 years), because they are perceived neither as children nor as adults [16] . A study carried out in a Turkish Cypriot (TC) community revealed that 42.32% of respondents described school as the main source of awareness about STDs, and only 7.57% of the group cited health care professionals as the source of information [18] . another study that was conducted in Bangladesh asserted that media exposure along with women's education, age, employment and urban residence are the significant predictors of their knowledge and awareness of STDs and HIV/aIDS [19] . The results derived from the studies bring into question of which social factors affect the level of knowledge and awareness regarding STDs and HIV/aIDS and their sexual behavior among ever married women.
Commercial sex workers with their clients, truck drivers and drug users are high risk groups due to exhibiting STDs or HIV/aIDS-related risk behaviors such as unsafe sexual intercourse and sharing syringes for drug intake [13, 20, 21] . Despite recent advances in biomedical sciences and the development of cures and treatments for infectious diseases, human pathogens continue to emerge or re-emerge today, especially those affecting socially and economically underprivileged groups. In this regard, social epidemiology, which emerged from the proponents of social medicine, argues for greater consideration of social and ecological factors in diagnosis of the disease [22] [23] [24] [25] [26] [27] [28] [29] . Farmer claimed that social inequalities are responsible for the recent emergence of infections such as ebola, aIDS and tuberculosis [30] . Sir Michael Marmot, chair of the WHO Commission on Social Determinants of Health, has proposed a framework for considering the causation of diseases through a hierarchy of social causes based on ten solid facts, which include the social gradient, stress, early life, social exclusion, work, unemployment, social support, addiction, food and transport [31, 32] . He emphasized that social determinants must focus on material conditions and control of infectious diseases as well [31] . Social epidemiologists argue that whether or not we suffer from and survive an infectious or chronic disease is heavily dependent on our place in society [33] . Therefore, Farmer and other social epidemiologists have strongly encouraged the social determinants approach to be used in order to study and prevent STDs and HIV/aIDS [30, 34, 35] .
Most of the STD and HIV/aIDS-related studies in Bangladesh are typically concentrated on biomedical and behavioral risk factors among commercial sex workers and their clients, truck drivers and drug users and focus only on their knowledge of HIV/aIDS. Social determinants of their level of knowledge, awareness and behavior, especially among women, have been largely ignored in STD and HIV/ /AIDS-related studies [36] . Currently, the world is embarking on a fast track approach to halt and reverse the spread of STDs and the aIDS epidemic by 2030 as part of Sustainable Development Goals (SDGs) [37] . Bangladesh has done a tremendous job attaining the Millennium Development Goals (MDGs), MDG 6: combat HIV/AIDS still remains an unfinished agenda.
Objectives
The study investigates the social determinants of awareness and behavior regarding STDs and HIV/aIDS among ever married women in Bangladesh.
Material and methods
The study conducted, extracted data of 17,828 ever married women from the nationally representative cross-sectional Bangladesh Demographic and Health Survey (BDHS) 2014. The selection of sociodemographic variables associated with awareness of STDs and HIV/aIDS and sexual behavior was guided by previous studies and the researcher's knowledge in this field . Originally, coded variables were used in the study, and some variables were attained as a combination of three or more variables and regrouping the levels of specific variables. The dependent variable, the level of knowledge and awareness of STDs and HIV/aIDS, was created with several combinations. The value 'none' refers to: never heard of STDs and HIV/aIDS and do not know any of their prevention methods, while 'poor' refers to: at least heard about STDs and HIV/aIDS and know some of their prevention methods. The value 'moderate' means: heard of both STDs and HIV/aIDS and know some of their prevention methods, and 'comprehensive' means: heard of both STDs and HIV/ /aIDS and know both of the prevention methods. use of contraceptives and refusing sex with an STD-infected husband were also outcome variables of women's behavior regarding STD and HIV/aIDS. To delineate the STD and HIV/AIDS-preventive behavior of women, 'other' and 'don't know' answers were excluded from questions on the decision maker for using contraception and right to refuse sex with an STD-infected husband, respectively.
In this study, social determinants include age, marital status, division, place of residence, education of women and their husband/partner, exposure to mass media, religion, use of contraception, working status, economic status and their belonging to income generating organization (IGO). education of women and their partner/husband were categorized as follows: below secondary (No Education and Primary) and secondary+ (Secondary and Higher). The variable 'exposure to mass media' was generated by taking into account various combinations of the frequency of reading newspapers and magazines, listening to the radio and watching television. Women were characterized as those who have accessed or who have not accessed any form of mass media (newspaper or magazine, radio and television). Economic status was categorized as lower class (the poorest and the poor), middle class (middle income) and upper class (the rich and the richest). Grameen Bank, association for Social Advancement (ASA), PROSHIKA, Bangladesh Rural Advancement Committee (BRAC) and Bangladesh Rural Development Board (BRDB) were considered as IGOs, and women were categorized as those affiliated or those non--affiliated with any of these agencies ( Figure 1 ). a total of 15 explanatory variables were used as categorical in the present investigation. In exploring the association between independent variables and the level of knowledge and awareness of STDs and HIV/AIDS, as well as women's STD and HIV/aIDS-related behavior, both bivariate and multivariate analyses were performed (presented in Tables 1-4 ). The multivariate analysis was conducted using multinomial logistic regression, a model which is most appropriate for a polytomous dependent variable [38] . The Statistical Package for the Social Sciences (SPSS-20) for Windows version 10 was employed to execute a statistical analysis of the data.
Results

Knowledge and awareness
The results of the study, shown in Table 1 , indicate that 28.6% of ever married women in Bangladesh have never heard of STDs and HIV/aIDS or any of their prevention methods. The findings suggest that there was no improvement in the level of knowledge and awareness of STDs and HIV/AIDS among women during the period 2007-2011, when a similar study was conducted [4] . 12.7%, 24.3%, and 34.3% women had poor, moderate and higher knowledge and awareness about STDs and HIV/aIDS, respectively. The findings and the associated chi-square (χ 2 ) test presented in Table 1 reveal that the level of knowledge and awareness about STDs and HIV/aIDS in Bangladesh was significantly associated with all social determinants. all the social determinants were also included in the multivariate setting.
The results presented in Table 2 show Odds Ratios (ORs) and their associated confidence interval (95% CI) for each categorical variable included in the multinomial logistic regression model. according to the fitted model, a respondent's division, place of residence, education of women and their partner/husband, exposure to mass media, religious affiliation, use of contraception, working and economic status had a statistically significant effect on poor knowledge and awareness of STDs and HIV/aIDS among women in Bangladesh. Their age, marital status and affiliation with IGOs lose their statistical significance once the effects of other variables were controlled. when other variables were controlled for, all of the selected variables appeared as significant predictors of the moderate knowledge and awareness of STDs and HIV/aIDS among the women in Bangladesh, except affiliation with IGOs (Table 2) . and awareness about STDs and HIV/aIDS than women who were practicing other religions. work and economic status of women are important factors affecting their knowledge and awareness about STDs and HIV/AIDS. Unemployed women (OR = 0.842, 95% CI = 0.765-0.927) tended to have less comprehensive knowledge and awareness than women who were employed. also, women from lower-(OR = 0.525, 95% CI = 0.461-0.598) and middle-class (OR = 0.643, 95% CI = 0.564-0.733) households were more likely to have less comprehensive knowledge and awareness than women from upper-class families. women who were not affiliated with IGOs had 13.9% (OR = 1.139, 95% CI = 1.045-1.242) more comprehensive knowledge and awareness than women who were affiliated.
Behavior regarding STDs and HIV/AIDS
The results shown in Table 3 suggest that only 15.6% of women were decision makers regarding the use of contraception during sexual intercourse. 91.3% of women had the capacity to refuse sex with their STD-infected husband/partner, which indicates the risk-free sexual behavior of women. The results and associated chi-square (χ 2 ) test disclosed that the decision pertaining using contraception is strongly related to age, division, education of women and their partner/husband, exposure to mass media, working status, economic situation and their knowledge and awareness about STDs and HIV/aIDS. On the contrary, the marital status of women, place of residence, religion, use of contraception and their association with IGOs appeared to have no impact on the decision regarding contraception use. Table 3 also shows that division, place of residence, education of women and their husband/partner, exposure to mass media, use of contraception, working status, economic status and association with IGOs were significant predictors of a woman›s right to refuse sex with an STD-infected husband. Moreover, women's knowledge and awareness of STDs and HIV/aIDS are closely connected to their right to refuse sex with an STD-infected husband. On the other hand, women's age, marital status and their religion seemed to have no impact on their right to refuse sex with an STD--infected husband. Hence, all these social determinants were also considered in a multivariate setting. Women residing in Chittagong had less comprehensive knowledge and awareness than women from the Sylhet division. women living in urban areas had 56% (OR = 1.556, 95% CI = 1.400-1.729) more comprehensive understanding of STDs and HIV/aIDS than women living in the countryside. In other words, age and geographical location were proven to be important determinants of comprehensive knowledge and awareness of STDs and HIV/aIDS among women.
women whose education level was below secondary (OR = 0.200, 95% CI = 0.179-0.223) had less comprehensive knowledge and awareness of STDs and HIV/aIDS than women who had secondary+ education. Correspondingly, women whose partner's/husband's education level was below secondary also exhibited less comprehensive knowledge and awareness of STDs and HIV/aIDS than women whose partner/husband had secondary+ education. The results showed that women's knowledge and awareness increases with the level of education for both women and their partner/husband. lack of access to mass media was an important indicator of the level of knowledge and awareness about STDs and HIV/aIDS among women. women who did not have exposure to mass media had 0.318 times less comprehensive knowledge and awareness about STDs and HIV/aIDS than the women who had exposure to mass media. also, women who were not using contraception (OR = 0.747, 95% CI = 0.679-0.822) were more likely to have less comprehensive knowledge and awareness about STDs and HIV/aIDS than women who used some contraceptive method. Moreover, Muslim women had 1.421 times more holistic knowledge 0.996-1.413) were 18.6% more likely to make the decision of using contraception than women aged 40-49 years.
The odds ratios of women living in Barisal, Chittagong and Khulna were 1.457, 0.771 and 1.316, respectively. The results indicate that women residing in Barisal and Khulna were more likely to make the decision of using contraception than women living in the Sylhet division. Similarly, women living in urban areas made the decision regarding The results displayed in Table 4 show that marital status of women, exposure to mass media, religion, use of contraception and working status had no significance regarding the respondent's decision to use contraception as a method to prevent STDs and HIV/aIDS. Younger women aged 15-29 years (OR = 0.768, 95% CI = 0.662-0.891) made the decision to use contraception less often than their older counterparts. Hence, their husbands (OR = 1.186, 95% CI = households. Regardless of these factors, women who did not have any knowledge or awareness of STDs and HIV/aIDS made the decision of using contraception during sex 1.521 times more frequently than women who had some knowledge and awareness of STDs and HIV/aIDS. the use of contraception 1.141 times more frequently than women residing in the countryside, which is due to a large gap between rural and urban lifestyles.
The coefficient of education suggests that women who belong to below secondary educational category were 44.5% (OR = 1.445, 95% CI = 1.263-1.654) more likely to make the decision of using contraception than women with secondary + education. The results indicate that the level of education below secondary among both the respondents and their husbands/partners had a significant impact on the decision regarding the use contraception. women from lower-class families committed to using contraception 1.159 times more often than women from upper-class prior research in Bangladesh and other countries [9, [15] [16] [17] [18] . Education broadens our horizons and makes it easier for us to access information on sexual and reproductive health from various communication channels, including the Internet, television, radio, print media, social media and opinion leaders. It is difficult for uneducated people to comprehensively decode information on STDs and HIV/aIDS; thus, the level of education is a significant determinant of knowledge, awareness and behavior regarding STDs and HIV/aIDS. Our findings correspond to the results of other studies in this respect [9, 16] . A woman's sexual autonomy to make decisions regarding the use of contraception and their capacity to refuse sex with an STD-infected husband/ /partner are also heavily dependent on the level of education of both women and their partners/husbands. Therefore, a higher level of education of women and their partners has a positive influence on women's sexual practices. exposure to mass media, religious background and the use of contraception have a substantial impact on the level of knowledge and awareness of STDs and HIV/aIDS, as well as safe sexual practices. The study revealed that exposure to mass media significantly increased the level of comprehensive knowledge and awareness of STDs and HIV/ /AIDS. It strongly affected a woman's capacity to refuse sex with an STD-infected husband/partner, as radio, television and newspapers are the main sources of information about STDs and HIV/aIDS. If women were not exposed to mass media, it was generally their husband's/partner's decision as to whether or not contraception was used. apart from traditional mass media, new media, as well as social media platforms like Facebook, Twitter, etc., can be a great source of information about STDs and HIV/aIDS and may shape a woman's positive behavior, due to their current popularity and broad reach. Our study indicated that Muslim women had comprehensive knowledge about STDs and HIV/aIDS, but this has an insignificant effect on their decision to use contraception or to refuse sex with an STD-infected partner/ /husband. women who did not use contraception did not have enough sexual autonomy to refuse sex with an STDinfected husband/partner, as they may not be empowered to make this decision. These findings bear resemblance to the results of other studies [9, [15] [16] [17] [18] [19] .
The employment and economic status of women were crucial social determinants of the level of knowledge and awareness of STDs and HIV/aIDS and safe sexual practices. unemployed and lower-class women had poor knowledge and awareness of STDs and HIV/aIDS, while better-educated women, as well as women from the middle or upper class, demonstrated greater degree of knowledge regarding STDs. Women's employment and economic strength ensure their sexual autonomy to make the decision of using contraception and the capacity to refuse sex with an STD-infected husband/ /partner. equal opportunities for education, employment and financial solvency ensure comprehensive knowledge and awareness of STDs and HIV/aIDS and promote risk-free sexual behavior regarding STDs and HIV/AIDS [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] . Being affiliated with an IGO had no impact on the level of knowledge and awareness, due to their excessive focus on microcredit lending rather than providing basic education, healthcare and social awareness, which should be part of their services [39] . In contrast, affiliation to an IGO empowered women to make the decision of using contraception and refusing sex with an STD-infected husband/partner. IGOs lend money only to women, who subsequently motivate men to consider the woman's opinion during sexual intercourse. a higher level of knowledge and awareness of STDs and HIV/aIDS encourages safe sexual practices and promotes risk-free behaviors. women who had no knowledge and awareness about STDs and HIV/aIDS engaged in unsafe sex and risky sexual behaviors. women did not refuse to have (OR = 1.546, 95% CI = 1.351-1.770) more capacity to refuse sex with an STD-infected husband than women residing in the countryside. urban women thus possessed greater decision making capacity to copulate with an STD-infected husband/partner.
women who belong to the educational category below secondary had 0.881 times less capacity to refuse sex with their STD-infected husband than women whose level of education was secondary+. Similarly, women who were not working had 0.894 times less capacity to refuse sex with their STD-infected husband than women who were employed. Middle-class women (OR = 0.844, 95% CI = 0.721-0.989) were less likely to refuse sex with their STD-infected husband than women from upper-class families. Therefore, education, working and economic status of women determine their capacity to refuse sex with their STD-infected husband, which is crucial to avoid the transmission of STDs and HIV. women who were not knowledgeable and aware of STDs and HIV/aIDS had less capability to refuse sex with their STD-infected husband than educated and informed women.
Discussion
The purpose of the study was to evaluate the influence of social factors on the level of knowledge and awareness about STDs and HIV/aIDS among women and their sexual behaviors. working on the assumption that social factors do affect women's knowledge and awareness of STDs and HIV/AIDS, especially among women aged 15-29 years, compared to their older counterparts, is consistent with results of other prior studies conducted in Bangladesh [16] . Young women were less likely to make the decision of using contraception than their older counterparts. They also had lower capacity to refuse sex with their STD-infected husband/partner, although the difference was not statistically significant. The traditional social system, lack of women's empowerment, as well as a low level of knowledge of sexual and reproductive health are responsible for this situation; this is primarily because younger women (< 29 years) are generally perceived as being neither children nor adults. This situation can be improved by changing the traditional social system [16, 17] , along with the introduction of adult health and sexual education programs at the population level.
Geographical location was an important social determinant influencing the level of knowledge and awareness of STDs and HIV/aIDS among women. women living in Dhaka, Khulna, Barisal and Chittagong had more comprehensive knowledge and awareness regarding STDs and HIV/ /aIDS and adopted safer sexual practices, which was due to their level of higher education and exposure to multiple sources of information on sexual and reproductive health issues. In contrast, women living in Sylhet, Rangpur and Rajshahi had poor knowledge and awareness and engaged in riskier behavior due to lack of education and information, religiosity, conservative attitude and traditional mindset. Hence, there is a wide gap between women living in rural and urban areas regarding the use of contraception and the capacity to refuse sex with an STD-infected husband/partner. Rural women are less educated, have a lower degree of sexual autonomy and limited access to mass media along with information on STDs and HIV/aIDS than women living in urban areas, which is close to the results of other studies [9, 16, 17] . In this regard, the level of knowledge and awareness of STDs and HIV/aIDS (and their risk-free outlook) could be raised by reducing geographical disparities.
education of women and their partners/husbands had a profound impact on the level of knowledge and awareness about STDs and HIV/aIDS among women. The differences in the level of knowledge and awareness were statistically significant; this result was in agreement with
Conclusions
The research showed that the level of knowledge and awareness about STDs and HIV/aIDS among women remained unchanged throughout the period from 2011 to 2014, due to social disparities among women. The study disclosed that social determinants have a considerable impact on the level of knowledge and awareness about STDs and HIV/aIDS, as well as promote risk-free sexual behavior. The study has addressed the social epidemiological model and the wHO social determinants model of health. The knowledge, awareness and behavior associated with STDs and HIV/aIDS were self-reported responses of women and cross-sectional in nature. In this regard, an in-depth study could be a possible method of comprehensive interpretation. Furthermore, the study did not include single women, though this could be a valuable addition. Despite a few limitations, the research has provided a consistent argument that social determinants influence the knowledge, awareness and behavior of women regarding STDs and HIV/aIDS. This study advocates initiating more programs to eliminate social disparities among women by incorporating formal and informal health promotion into the educational program and launching mass media health campaigns targeting women. The Ministry of Health can support IGOs and urge them to initiate STD and HIV/AIDS-oriented programs at the local level. Family doctors can educate their patients regarding STDs and HIV/ /aIDS, as well as promote risk-free behaviors to eliminate sexually transmitted infections. Public health policy makers and planners must consider the social determinants of health and integrate it into both local and global HIV/ aIDS reduction strategy in order to come out on top of this pernicious epidemic. NIPORT and ICF for their approval to use this data set. The author acknowledges Dr. Hasan Mahmud for his scholarly comments. In addition, the author is grateful to the reviewers for their comments and suggestions on the further improvement of this manuscript. author also thanks to Shahriar Khandaker and Toufica Sultana for their assistance.
sex with their STD-infected husband/partner if they did not have knowledge and awareness about STDs and HIV/aIDS. Several similar studies also indicated that knowledge and awareness of STDs and HIV/aIDS reduce the risk of sexually transmitted infections [9] [10] [11] [12] [13] [15] [16] [17] [18] [19] [20] [21] .
The study showed that social determinants such as age, geographical location, women's and their husbands'/partners' level of education, exposure to mass media, religion, employment and economic status had a substantial impact on the level of knowledge and awareness, as well as sexual behaviors, regarding STDs and HIV/aIDS. These are responsible for the development and the re-emergence of STDs and HIV/aIDS and are also highly associated with the social epidemiology and social determinants health approach [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] . Evidence shows that the level of knowledge and awareness about STDs and HIV/aIDS varies significantly depending on social determinants. For instance, women from lower-class families, less educated, unemployed and living in rural areas demonstrated poor knowledge about STDs and HIV/aIDS, had less autonomy in their decision for the use of contraception and had less capacity to refuse sex with an STD-infected husband/partner. Results of the study indicate that rural-urban disparities, geographical location, unequal economic and unemployment status, poor education and lack of knowledge proliferate the risk of the HIV/aIDS epidemic. Previous studies show similar results [30, 40] . a fully effective cure for HIV/aIDS is unavailable, and there is a significant influence of social determinants on the prevalence of this infectious disease. Therefore, the results suggest that more attention must be focused on the underlying social determinants of the disease in order to prevent the spread of HIV/AIDS [30, 34-35, 40, 41] . Consequently, removing social inequalities, fighting social exclusion, as well as promoting social and economic development, is a precondition for ending the aIDS epidemic by 2030 as part of SDGs [34, 35, 41] . a more comprehensive social policy to fight social inequalities will be crucial in combating the spread of STDs and HIV/aIDS worldwide, as well as in Bangladesh [41] .
